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Key questions
What is already known?
 ► Health system governance is an overlooked area 
which needs strengthening in countries’ path to-
wards universal health coverage.
 ► Collaborative mechanisms such as policy dialogue 
are emerging as a key facilitating factor for strength-
ening multistakeholder health governance.
 ► The concept is characterised by inconsistent defini-
tions, stakeholders’ hazy understanding of the con-
cept and the challenge of evaluating its implications.
What are the new findings?
 ► Policy dialogue may be understood as a knowledge 
exchange and translation platform, a mode of gov-
ernance or a negotiating instrument in international 
development.
 ► Policy dialogue, as a multistakeholder collaborative 
governance tool, requires critical skills from both fa-
cilitators and participants, as well as adequate and 
sustained funding.
 ► The following conditions are necessary to foster con-
tinued stakeholder engagement in policy dialogue: a 
transparent and institutionalised policy dialogue pro-
cess, a shared understanding of the goals of policy 
dialogue and a policy dialogue approach that fits the 
intended goals.
What do the new findings imply?
 ► Because of limited country- level organisational and 
technical capacities in low- income and middle- 
income countries, skills in the realm of health sys-
tem governance should be fostered.
 ► There is a need to step up efforts to build the capac-
ity of stakeholders for and support policy dialogue as 
a valuable health system governance tool.
 ► Policy dialogue processes and activities require 
steady and predictable monies rather than substan-
tial financial support, as well as a high level of tech-
nical expertise.
AbsTrACT
Introduction Health system governance is the 
cornerstone of performant, equitable and sustainable 
health systems aiming towards universal health coverage. 
Global health actors have increasingly been using policy 
dialogue (PD) as a governance tool to engage with both 
state and non- state stakeholders. Despite attempts to 
frame PD practices, it remains a catch- all term for both 
health systems professionals and researchers.
Method We conducted a scoping study on PD. We 
identified 25 articles published in English between 
1985 and 2017 and 10 grey literature publications. The 
analysis was guided by the following questions: (1) How 
do the authors define PD? (2) What do we learn about 
PD practices and implementation factors? (3) What are 
the specificities of PD in low- income and middle- income 
countries?
results The analysis highlighted three definitions of policy 
dialogue: a knowledge exchange and translation platform, 
a mode of governance and an instrument for negotiating 
international development aid. Success factors include 
the participants’ continued and sustained engagement 
throughout all the relevant stages, their ability to make a 
constructive contribution to the discussions while being 
truly representative of their organisation and their high 
interest and stake in the subject. Prerequisites to ensuring 
that participants remained engaged were a clear process, 
a shared understanding of the goals at all levels of the PD 
and a PD approach consistent with the PD objective. In the 
context of development aid, the main challenges lie in the 
balance of power between stakeholders, the organisational 
or technical capacity of recipient country stakeholders to 
drive or contribute effectively to the PD processes and the 
increasingly technocratic nature of PD.
Conclusion PD requires a high level of collaborative 
governance expertise and needs constant, although not 
necessarily high, financial support. These conditions are 
crucial to make it a real driver of health system reform in 
countries’ paths towards universal health coverage.
InTroduCTIon
Governance involves ‘ensuring strategic 
policy frameworks exist and are combined 
with effective oversight, coalition- building, 
regulation, attention to system- design and 
accountability’.1 It is ‘a process of coordi-
nating stakeholders, social groups and insti-
tutions to achieve objectives that have been 
collectively defined and discussed’ (Le Galès, 
p 301)2. In the health sector, governance is 
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the cornerstone of performant, equitable and sustainable 
health systems aiming towards universal health coverage 
(UHC).3 4
Health system governance builds on the engage-
ment of a range of different stakeholders, from within 
the health sector5 and beyond.6 7 These stakeholders 
contribute, directly or indirectly, to putting in place and 
implementing public standards, strategies and policies. 
In low- income and middle- income countries (LMIC) 
and aid- dependent settings, health system governance 
has long been overlooked, as urgent and critical health 
challenges were prioritised by global health actors and 
governments.8 The recent epidemic of Ebola shed light 
on the devastating health effects of weak governance.9 
UHC, which initially focused on health financing,10 
became a window of opportunity to strengthen health 
system governance.4 11
As a complex coordinating process, health system 
governance requires fine- tuned skills in bringing diverse 
views together, brokering and consensus- building. 
Policy dialogue (PD) has recently emerged as a prom-
ising governance tool to enhance the quality of engage-
ment between state and non- state stakeholders,12 and 
to address the health sector’s cross- cutting challenges.13 
It provides an awaited opportunity for collaboration, 
particularly to contribute to Sustainable Development 
Goals. These goals lay specific emphasis on involving a 
diversity of stakeholders, including civil society and the 
population, from various sectors in policy- making, with a 
view to more participatory governance.14 PD could thus 
help solve current cross- cutting and multisectoral chal-
lenges,15 such as UHC.11
By facilitating the inclusion of civil society16 and bilat-
eral and multilateral development partners, PD would 
be an enabling tool to support the co- development of 
measures that support health targets.17 It is seen as a 
means of contributing to ‘robust’ and ‘realistic’ poli-
cies18 in that they are informed by evidence.19 20 PD also 
responds to commitments made in the Accra Agenda for 
Action21 on enhancing the effectiveness of development 
aid and is favoured by some development agencies as a 
negotiating instrument for international cooperation.22 23
In this context, PD raises considerable expectations. 
Yet, researchers and professionals face two main chal-
lenges when dealing with PD. First, PD remains a vague 
concept,24 both for those who are involved in it and 
those organising or supporting it. Guidance on best 
practices, recommendations and empirical studies are 
therefore useful.12 19 25–28 However, this merely highlights 
the plethora of definitions of PD. Second, there is dire 
evidence on the effectiveness of PD. A recently published 
journal supplement on PD sought to evaluate its impact,12 
examining PD based on the definition put forward by the 
World Health Assembly in 2011:
‘an inclusive policy dialogue with a comprehensive range 
of stakeholders, within and beyond government, including 
civil society organisations, the private sector, and health 
professionals and academics, within the health and other sec-
tors, is critical to increasing the likelihood that national pol-
icies, strategies and plans will be appropriately designed and 
implemented and will yield the expected results’ (p. 18).18
This definition uses epidemiological terminology and 
presupposes that it is possible to measure the impact of 
PD. The challenge, therefore, is to operationalise collabo-
ration, negotiation and decision- making processes, which 
are known to be complex.29 Evaluating PD is even more 
arduous as such processes eventually lead to outcomes 
that are not predictable.
We sought to clarify the concept of PD. Here, we iden-
tify the component elements, success factors and chal-
lenges of PD by reviewing the literature on the subject. 
This work is part of an evaluation of the UHC Partner-
ship,17 a WHO programme to support Ministries of 
Health to build capacity for PD as a critical missing link 
on the path to UHC.30
MeTHods
research questions
This literature review took the form of a scoping study,31 
which involved a systematic examination of the literature 
on PD and analysis based on the following questions:
 ► How do the authors define PD?
 ► What do we learn about PD practices, as well as the 
social, political, organisational, institutional and 
other factors that influence PD?
 ► What are the specificities of PD in LMIC?
search strategy
First, a review of the literature conducted by the first 
author identified relevant papers in the Medline, 
CINHAL, PubMed, Web of Science and Scopus data-
bases up to September 2017. Table 1 lists the databases, 
the keywords and the number of articles in each search. 
Four criteria were used to select the relevant literature to 
address the questions mentioned above:
 ► Criterion 1: the article is in English.
 ► Criterion 2: the article is published in a peer- reviewed 
journal.
 ► Criterion 3: the article focuses on PD as a decision- 
making process involving state and non- state players 
in national arenas, whether in low- income, middle- 
income or high- income countries, or international 
arenas. We excluded other forms of multi- stakeholder 
engagement,32 such as public consultation processes.
 ► Criterion 4: the article reports empirical research, 
or conceptual or theoretical thoughts, or a review 
of the literature on PD. We excluded articles merely 
describing sets of PD activities.
Two additional stages of documentary research followed. 
In the first one, papers quoting the articles from the initial 
search were searched using Web of Science. Then, the 
list of references for each of the articles was examined to 
identify articles on PD. In the second stage, grey literature 
identified by WHO to develop a concept note on PD was 
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Table 1 Details of databases consulted and searches
Databases Searches Number of articles
Medline (in TITLE) Total=204
(including CAB Abstracts—1910–2016 week 47; 
Embase 1974–2016 week 49; Global Health 1910–
2016 week 47; all OvidMedline 1946–present)
policy AND dialogue After automatically deleting duplicates=132
After manually deleting duplicates=126
Medline (in TITLE) Total=49
(including CAB Abstracts—1910–2017 week 36; 
Embase 1974–2017 week 38; Global Health 1910–
2017 week 36; all OvidMedline 1946–present)
‘stakeholder dialogue’ OR 
‘multi- stakeholder dialogue’ OR 
‘multistakeholder dialogue’
After automatically deleting duplicates=32
After manually deleting duplicates=23
CINHAL (in TITLE) Total=81
(including Anthropology+International Political 
Science Abstracts+Public Administration 
Abstracts+Social sciences abstracts+remove 
Medline citations)
policy AND dialogue After automatically deleting duplicates=75
After manually deleting duplicates=74
PubMed (in TITLE) Total=44
policy AND dialogue
Web of Science (in TITLE) Total=227
policy AND dialogue
Scopus TITLE (‘policy dialogue’) Total=365
Primary documents=74
Secondary documents=291
After automatically deleting duplicates=331
Total Total=802
After automatically deleting duplicates=731
After manually deleting duplicates=592
consulted.19 Selection criteria 1 and 3 were applied to these 
papers. We adjusted criterion 4 to reflect that grey literature 
(ie, documents published by public, commercial or indus-
trial entities) may not report robust empirical research, 
but rather lessons learnt. Criterion 4 for grey literature was 
labelled as follows: “The article reports lessons learnt or 
review of the literature on PD. We excluded articles merely 
describing sets of PD activities”.
We did not solely search for experiences of PD in 
the health sector, but instead looked for insights from 
multiple sectors (eg, agriculture, water, etc) included 
in various disciplinary journals. We aimed to broaden 
the scope of the literature review while highlighting the 
cross- cutting challenges of conducting PD.
Analysis
Peer- reviewed papers were analysed by the first author, with 
NVivo qualitative data analysis software using an induc-
tive and thematic approach. The themes that were iden-
tified formed a framework for analysing the papers that 
emerged from the subsequent stages. Grey literature was 
also analysed by the first author, with the support of three 
of the coauthors.
Patient and public involvement
It was not appropriate to involve patients or the public in 
the design, conduct, reporting or dissemination plans of 
our research.
resulTs
description of the articles included
The total number of papers included was 35 (figure 1). 
Phase I of the research identified 592 papers from peer- 
reviewed literature, of which 25 articles met the selection 
criteria. Phase II identified 21 papers from grey litera-
ture, 10 of which met the selection criteria. In total, 25 
were on PD in the context of LMIC. The two fields most 
represented were health (n=12) and development aid 
(n=13). Other fields included the environment (n=2), 
agriculture (n=3), migration (n=1), transport (n=1), 
water (n=1), social protection (n=1) and urban planning 
(n=1). Most of the papers were empirical studies (n=12) 
or case studies and comments (n=11), where evidence is 
usually qualitative. Table 2 lists the papers and clarifies 
their method and objective.
A polysemous concept
The literature highlights three notions of PD (table 3): a 
knowledge exchange and translation platform, a mode of 
governance and a negotiating instrument.
As a knowledge exchange and translation platform, PD 
aims to support evidence- based decision- making.20 27 33–38 
This approach is based on knowledge translation theories, 
such as those elaborated on by Lavis et al.20 PD is under-
stood to consist of well- prepared, organised and struc-
tured interactions (meetings, events, etc) between diverse 
stakeholders (researchers, civil society, decision- makers, 
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Figure 1 Process of selecting articles and documents (Preferred Reporting Items for Systematic Reviews and Meta- Analyses 
diagram).
etc), often initiated by the research community to trans-
late evidence into policy- making. It is deliberative in that 
an emphasis is placed on the balanced presentation of 
evidence with ample room for reflection; the format of 
the interaction is a critical part of PD. In that regard, PD 
is considered the end of a process involving preliminary 
steps to prepare the activity.
As a mode of governance, PD aims to formulate a 
plan, strategy or policy in a participatory manner. There-
fore, a decided focus is given to the exchange of knowl-
edge, joint drafting of documents and facilitated debate 
among stakeholders to find common ground or compro-
mise. This dialogue is generally initiated by government 
authorities at national39–47 or even local level.41 48 With 
this approach, the evidence provides the base material 
around which informing exchanges occur. The PD takes 
the form of a series of formal or informal meetings which 
culminate in one or more major events—forums, work-
shops, meetings, etc—where stakeholders come together 
to discuss the issues at hand.
As a negotiating instrument, PD provides a means of 
influencing governments on policy. This approach differs 
from PD as a mode of governance in that it is generally 
initiated or encouraged by non- state actors, such as devel-
opment partners or lobbies,49 with a strategic objective. 
There are two types of literature on PD as a negotiating 
instrument. The first is scientific literature, generally 
from the 1990s, and is drawn from the discipline of 
development studies.50–53 Here, PD is an instrument for 
negotiation between international agencies and partner 
countries on donor- supported development projects and 
policies. The second is grey literature, which is published 
or commissioned by international organisations,28 54–59 
and in which PD is seen as an entry point to participate 
in and influence country- level public policy in the sectors 
targeted by development aid.
The component elements of policy dialogue
Regardless of the approach, and whether it relates to 
a specific activity or a (longer) process, PD appears to 
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 ► Jones59
 ► McCullough 
et al28
 ► Visser and 
Adey32
consist of a few fundamental elements that ensure its 
implementation:
1. The literature points to a clear definition of the PDs 
objectives and topic as critical to ensuring a well- 
tailored PD methodology.27 35 43 45 A well- formulated 
stated objective also shapes the participants’ expecta-
tions and the overall expected outcomes.33 35
2. The issue of who feels free to speak and who speaks up 
seems critical. Discussion formats for smaller groups 
(which are not necessarily open to the general pub-
lic) are thus widely discussed in the literature,27 41 as 
are the necessity for Chatham House rules.33 35 36 So-
ciocultural aspects would also influence who speaks 
when and how much time is given for each person to 
speak.45 46
3. Funding for PD appears necessary, particularly in 
low- income countries.39 42 Both financial and logisti-
cal support would ensure the soundness and longev-
ity of PD.55 56 For stakeholders to perceive PD as fair 
and legitimate, funding should come from a neutral 
source.41
4. Reliable evidence is the foundation on which discus-
sions are based.33 39 59 Some authors point to the ne-
cessity of high- quality, contextualised, credible and 
relevant evidence to be available before PD20 50 60 to 
ensure that discussions are meaningful.45 61
5. The convener and facilitator roles look critical for suc-
cessful PD. The convener should have the organisa-
tional capacity to conduct the PD, which may be prob-
lematic in low- income countries where institutions do 
not always have the necessary resources and skills.42 43 
The facilitator35 42 48 should combine the skills of a 
mediator and technical expertise,27 33 39 43 and create 
an environment that is conducive to building consen-
sus,48 while simultaneously demonstrating neutrality 
and impartiality.41
6. The participation of all relevant stakeholders would 
ensure the process is fair and legitimate.41 In contrast, 
failure to include certain groups, such as the private 
sector35 or the community,45 could undermine the 
credibility of the process. The choice of participants 
can also be strategic as some players may hinder the 
implementation of the proposed solutions.48
7. It is also essential to consider the participants’ capac-
ity to analyse, summarise and criticise so that they 
can make a constructive contribution to the exchang-
es.27 58 61 The participants should have sound knowl-
edge of the institutional and political context, both 
to guide the PD process and possible outcomes and 
to propose viable courses of action.27 56 Finally, they 
would need to understand their own organisation’s 
position on the issue being discussed and be able to 
speak on its behalf.27 This may prove difficult in the 
context of development aid as experts from inter-
national organisations are often inextricably tied to 
internationally agreed recommendations,53 limiting 
the contribution they can make. Lack of experience 
and expertise could lead to a power imbalance be-
tween the participants.46 48 50 60 Pre- PD training would, 
therefore, be useful.37 46 53 In low- income countries, 
these issues need to be examined further in light of 
the challenge of finding enough skilled and available 
human resources to engage in processes that are of-
ten time- consuming and where staff turnover may be 
high.43 60 62
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Factors that influence policy dialogue
The literature highlights three factors: (a) the organisa-
tional context, (b) the political and institutional context 
and (c) power relations, particularly in the context of 
development aid.
Concerning the organisational context, participating 
organisation’s values would influence both the openness 
towards and the engagement in PD of their representa-
tives, hence influencing PD outcomes. Representatives 
may hinder discussions or organisational procedures 
of PD unless their organisation values or is open to PD, 
conveys the idea that such a process is in their interest 
and does not fear that other participants challenge its 
authority.43 48 In the context of development aid, the 
standpoint of international organisations are said to 
affect the nature and quality of participation: some 
would be more inclined to contribute and participate as 
part of their mandate53 or when the PD topic is on their 
agenda.28 53 56 The position that participants occupy within 
their organisation may also influence PD. The choice 
of representative and their position in the hierarchy 
are indicators of an organisation’s level of commitment 
and interest in PD.41 PD initiated at a senior level can 
mobilise suitable participants and ensure that colleagues 
who represent them have authority or expertise.42 43 45 
However, there may also be resistance from institutional 
stakeholders seeking a leadership role.56 Some invitation 
protocols may increase the number of participants; any 
disadvantages should be measured against the expected 
outcomes.20 27
Concerning the political and institutional context, 
Jones highlights five factors that influence PD and its 
results in the context of development aid59: (1) the level 
of power separation; (2) regulation and competition 
between political players; (3) the relationship between 
country governments and external development part-
ners; (4) stakeholder capacity to absorb change and (5) 
‘informal’ policy dynamics. In other words, each coun-
try’s different approaches to politics shapes its institu-
tional context within which PD happens.59 One such 
approach to politics can be categorised as ‘neopatriotic’, 
where the hierarchical position within state structures 
matters less than the individuals’ personal proximity to 
power; this would create a bias in PD that includes insti-
tutional representatives.46
In addition to these factors, some of the literature refers 
to windows of opportunity33 as periods when stakeholders 
are more open to change.38 These moments should 
be leveraged for engaging stakeholders, encouraging 
an evidence- informed approach to decision- making20 
and facilitating political negotiations.60 However, the 
increasingly technocratic nature of PD may imply that 
the political economy of the decision- making process is 
given insufficient attention by technician- experts who 
are unable to identify such windows of opportunity.50 51 59 
The literature describes several bilateral donor- recipient 
PD processes that failed due to the international 
technician- experts’ lack of understanding of the coun-
try’s political context.50 51 59
Concerning the balance of power between PD partic-
ipants, most of the literature here is within an aid- 
dependent country context.46 The first challenge is the 
perception of the donor’s agenda being the main stim-
ulus for PD, thereby hindering the ownership of the topic 
at the heart of the PD by national stakeholders.45 46 Weak 
national institutions and country governance and leader-
ship deficits may exacerbate this power imbalance.45 46 In 
addition to a donor country’s international aid agenda, 
their commercial and economic interests may pervade 
their views on the PD subject matter and ultimately on 
how the PD is conducted,53 leading to mistrust and even 
disillusionment within national institutions, subsequently 
weakening the dialogue.47 These negative experiences, 
coupled with the imbalance of power in favour of donors, 
could lead to a real risk of recipient country disengage-
ment from PD. Some authors highlight the need for 
strong negotiation skills, especially on the part of donors, 
to prevent decisions from being perceived as imposed 
from the outside.48 53 This power imbalance can also slow 
down the overall PD process if there are no common 
interests at stake.46 63 It can also lead to a PD process that 
does not lead to change and maintains the status quo.59 
The donor- recipient power imbalance is also cited as a 
cause of recipient country decision- makers’ agreeing to 
proposals without having the capacity or real intention to 
implement them.55
The practicalities of implementing policy dialogue as a 
governance mechanism
This section refers to the literature that views PD as a 
mode of governance or a negotiating instrument. This 
literature differs significantly from the literature where 
PD is conceived as a knowledge exchange and translation 
platform. It more often addresses processual challenges 
using policy analysis or development studies frameworks 
or concepts. As such, it provides useful insights on PD as 
a mechanism to foster collaborative governance.
The literature that refers to PD as a mode of gover-
nance identifies sustaining participation as a key imple-
mentation challenge. Motivating and maintaining 
stakeholder participation is driven by a belief or expec-
tation that engagement in the PD process can lead to 
change or improvement.48 If no perceptible change 
happens, or the status quo remains, a negative percep-
tion of both PD and national institutional implementa-
tion capacity can ensue.61
It is difficult for a PD process to be credible if partici-
pants have no experience in the technical area.48 Partic-
ipation could also be hindered by a lack of rules that 
institutionalise PD practice and stakeholder involve-
ment.44 48 According to one author, the more PD is insti-
tutionalised, the more positive the results are.41 The 
literature demonstrated that a problem, when highly 
politicised, could encourage the emergence of ad hoc 
spaces for dialogue, which could gradually become 
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institutionalised by virtue of repeatedly taking place at 
key moments in the policy development process.40 To 
encourage participation by civil society and hard- to- reach 
population groups,39 PD could be organised by several 
small groups (potentially in a focus group format) whose 
decisions feed into a more strategic- level PD.41 61 Another 
option would be to organise smaller PDs at decentralised 
administrative levels where policy operationalisation 
happens.48
As a negotiating instrument, PD is seen as a process 
where the players have a strategic interest and stake in 
the PD topic. Most of the literature, particularly the grey 
literature, therefore focuses on strategies for influencing 
PD, particularly in the context of development aid. To 
create the right conditions for PD, development aid stake-
holders should be aware of the reasons for participating 
in PD and what they can expect from it.28 54 Moreover, 
the methodology seems less crucial than the choice of 
the PD approach, which can be a technical or diplomatic 
one, depending on the nature and sensitivity of the PD 
subject. The technocratic nature of PD may, therefore, 
become a problem for three main reasons:
1. The proposed solutions may not take account of what 
is socially or politically acceptable.
2. International experts may make incorrect assess-
ments.60
3. Technical assistance may be seen as support for politi-
cal regimes perceived to be illegitimate.51
At a global level, the different donors may not agree 
with each other and favour different approaches to devel-
opment aid and PD.51 Indeed, different donors can some-
times have antithetical, even irreconcilable positions, 
yet all seek to bring aid to the same country, leading to 
general resistance from recipient institutions.53 This may 
explain why donors first try to coordinate and harmonise 
their messages among themselves, which sometimes gives 
national institutions the impression that they are working 
together to their detriment.
dIsCussIon
lessons learnt
This scoping study reveals the polysemy of the notion of 
policy dialogue. PD may be an organised, specific activity, 
which has a specific purpose, focusing on evidence and 
knowledge exchange and translation. It may also be a 
mode of governance, a modus operandi for public policy, 
a process for developing public policies.64 PD may finally 
be a strategic way of influencing public sector activities by 
facilitating discussions and negotiations between stake-
holders, and particularly between donors and partner 
countries in the context of development aid. Some 
authors borrow from several of these approaches to 
define or study PD.65
This study also highlights the need for adequate 
resources and funding to organise and inform PD. It 
exposes three conditions to foster continued stake-
holder engagement: a transparent and institutionalised 
process, a shared understanding of the goals of PD and 
an approach that fits the intended goals. Critical factors 
of success include: (a) stakeholders remain engaged 
during all relevant PD stages, (b) they bring institutional 
or group perspectives to the discussions and represent 
the collective voice of their organisation/group, (c) they 
are interested and have a stake in the topic.
In this paper, we highlight development aid as a 
distinct context where specific challenges occur in PD. 
Unequal power relations between stakeholders, weak 
country- level organisational or technical capacities to 
support or contribute constructively to PD and PD that 
is controlled by technocrats may lead to ineffective PD in 
aid- dependent settings.
different stakeholders, different objectives
Our analysis also shows that the different notions of PD 
reflect the different perspectives and objectives of each 
stakeholder group. For the research community, PD offers 
a way of bringing evidence into the policy development 
process. Their aims are to inform, raise awareness and 
discuss the issues raised by research results. These very 
objectives are at the heart of knowledge exchange and 
translation strategies.66 For institutional decision- makers, 
PD is useful in securing buy- in for policy decisions, under-
standing other stakeholders’ viewpoints and bringing in lay 
knowledge and lived experiences to inform realistic deci-
sions.67 For civil society, PD is an opportunity for voices to 
speak up and for populations and communities to influ-
ence decision- making.14 16 The aim is, therefore, to flag 
policy issues, bring in evidence or advocate for alternatives 
or guide decision- makers towards new solutions. In the 
context of development aid, international donors see PD 
as a way of streamlining the policy process and contrib-
uting to good governance.68 More specifically, their goal is 
to support and prioritise reforms while leveraging PD as a 
mechanism for cooperation with national institutions.
Addressing policy dialogue challenges
One of the main challenges raised by the scoping study is 
the lack of stakeholder capacity for PD, be it government 
cadres, civil society actors or other stakeholders. Govern-
ment cadres generally hail from a medico- technical back-
ground and are not trained in collaborative governance, 
which requires abilities to build consensus, deal with 
opposing views and convey participants to dialogue effec-
tively. As the role of Ministries of Health changes from 
service delivery organisations to stewards of the health 
system,69 they need to develop such new skill sets. As for 
civil society actors, they may lack the skills or experience 
to analyse or understand scientific evidence, or to partner 
with evidence generators in order to advocate their posi-
tion in discussions on policy options.70 71 Ultimately, when 
stakeholders do not have the necessary skills to initiate or 
engage effectively in PD, PD remains an empty shell and 
may reinforce power imbalances. Such PD is less likely to 
lead to acceptable health policies and plans, jeopardising 
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their implementation. It is hence urgent to strengthen 
participant’s capacities.
Ensuring funding for PD, especially in LMIC, is also 
mentioned as a prerequisite to effective PD. Although 
fundamental, this issue appears overlooked in the liter-
ature where PD is viewed as a mode of governance or 
negotiating instrument, with some exceptions.42 56 72 Such 
funding is yet crucial to organise concertation processes, 
build the capacity of conveners and facilitators and train 
staff to mobilise and synthesise evidence in a policy- 
relevant way. These activities require steady and predict-
able monies to ensure sustainability in PD efforts.
Addressing these challenges requires general recogni-
tion from the global health community of the criticality 
of putting attention and resources to strengthening 
health governance at national levels while making 
inroads in other health systems areas. This combined 
action is necessary to craft health systems that respond to 
the needs of the most vulnerable.4 To the knowledge of 
the authors, PD has not yet been the object of an invest-
ment case that might further enlighten decision- makers, 
civil society and funders about its importance. The UHC 
Partnership run by WHO, in collaboration with a variety 
of partners, aims to provide initial funding and technical 
expertise to the Ministry of Health in LMIC to bolster PD. 
Evaluations of the UHC Partnership show that PD does 
not require substantial financial support to be sustained 
and effective. Instead, it needs low but constant funding. 
A high level of technical expertise is, however, essential 
to understand the context, analyse evidence and support 
PD.73–76 Approaches such as the UHC Partnership may 
serve as an example to address capacity shortfalls and 
guarantee funding to foster PD and strengthen health 
system governance.
limitations
The main limitation of this review is that we narrowed 
our search to two keywords, being ‘policy dialogue’ and 
‘multistakeholder/multistakeholder dialogue’. Other 
research areas may label PD differently or interpret it 
differently, particularly in terms of citizen participa-
tion, giving rise to many forms of dialogue, for example, 
science- policy dialogue, deliberative dialogue, social 
dialogue or collaborative forum. Such a diversity of terms 
explains why we focused on English literature, regrettably 
excluding potentially relevant papers in other languages, 
which is another limitation of this review. We deliberately 
excluded other terminologies because our aim was not 
to provide a classification of governance collaborative 
tools or types of dialogue. We instead sought to unveil the 
nuances in defining and operationalising PD and give an 
overview of the state of knowledge about PD. The vague 
outlines of PD also made it difficult to apply inclusion 
criteria, even more so as its definition was honed over 
the course of the analysis. Pieces of literature may there-
fore have been overlooked during the selection process. 
In addition, the lessons learnt highlighted by this study 
need to be qualified for three main reasons. First, the 
papers on PD in the grey literature have not systemat-
ically used scientific methodology. Second, if studies 
are commissioned or conducted by organisations that 
support PD, there is a desirability bias. Finally, a scoping 
study does not aim to explore how robust the evidence is, 
a task rendered particularly difficult, if not futile, by the 
range of disciplinary approaches and conceptual frame-
works used to study the multiple facets of PD.65 This study 
therefore provides a starting point for a more compre-
hensive and in- depth analysis of the literature, such as 
a realist77 or meta- narrative78 review, focusing on new 
mechanisms for participatory and collaborative govern-
ance already identified elsewhere.79 80
ConClusIon
The objective of this scoping study was to clarify the 
concept of PD and understand potential challenges in 
implementing and conducting PD as a collaborative 
governance tool. This review highlights key ingredients 
and conditions or contextual factors that may affect PD 
implementation, sustainability and outcomes, as well as 
the participation of stakeholders in PD. As such, it is an 
additional building block in the research on collabora-
tive governance of health in LMIC,7 and a step towards 
improved clarity among health systems researchers and 
professionals.
Policy dialogue, which should not be confused with 
political dialogue, could prove to be relevant in strength-
ening multistakeholder governance. Among the many 
critical conditions needed so that PD becomes a genu-
inely transformative tool in LMIC, two should be given 
priority: first, PD must be supported by public agencies 
that are empowered. Second, global health actors, who 
see it as an opportunity to influence public action, must 
engage in good faith, particularly where there is weak 
institutional governance and the balance of power is in 
their favour.
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